infusion was started 3 hours after symptom onset and a subsequent percutaneous cerebral angiogram was performed via right femoral artery access. A 5-Fr Revive IC catheter was introduced into the right internal carotid artery and mechanical thrombectomy with a Solitaire retriever was attempted on the occluded right MCA, which was successfully recanalized (Fig.  1A, B) . Follow-up brain MRI showed acute cerebral infarction in the right MCA territory (Fig. 1C) . Because there was severe hypokinesia of the left ventricle on transthoracic echocardiography, we planned to use anticoagulation to prevent stroke recurrence.
Two days after the thrombolysis, the patient complained of vague right abdominal pain, and a laboratory test showed anemia. The patient's hemoglobin initially dropped to 9.5 g/dL from 13.1 g/dL. We did not observe oozing from the puncture site, abdominal or posterior pelvic wall hematoma or signs of gastrointestinal bleeding such as melena, hematochezia or hematemesis. We performed contrast-enhanced abdominal CT and found a right renal subcapsular hematoma with mild compression of the renal parenchyma (Fig. 2) . We delayed anticoagulation due to the renal hematoma and started anticoagulation 12 days after thrombolysis, after we had confirmed the lack of further hematoma growth on follow-up non-contrast abdominal CT. A follow-up non-contrast abdominal CT scan one month later showed regression of the hematoma. The patient's neurologic symptoms had also improved, with an NIHSS score of 1 (Fig. 3 ).
DISCUSSION
This case shows a rare complication of reperfusion therapy in acute cerebral infarction. There were two possible causes of renal subcapsular hematoma in this case: intravenous rTPA infusion and transfemoral cerebral angiography. Cerebral hemorrhage after intravenous rTPA use occurs commonly, and symptomatic intracranial hemorrhage has been reported in 6.8% of treated patients [2] . However, remote hemorrhage outside the brain occurs rarely, and there have been no previous reports of renal subcapsular hematomas [3] .
Diagnostic angiography with transfemoral catheterization can have vascular complications, with an incidence rate estimated to be 0.3-1%. These complications include localized arterial fistula or aneurysm at the puncture site, arterial occlusion, atheroembolism of the distal part, stent migration, renal artery dissection, and aortic dissection [4, 5] . Hematomas are usually located in the femoral puncture site, retroperitoneal space, intraperitoneal region, and abdominal wall; however, renal subcapsular hematomas are very rare [6, 7] .
There have been only three case reports describing renal subcapsular hematoma after transfemoral angiography [1, 8, 9] . In these cases, patients complained of abdominal or flank pain immediately after the procedure. In our case, the angiography procedure was done without any diff iculty and abdominal pain developed two days after the procedure, which was late compared to the reported cases of renal subcapsular hematoma. Therefore, we speculated that the renal subcapsular hematoma was caused by intravenous rTPA infusion and that this type of complication had not been previously reported. Since antithrombotic or anticoagulation medication could worsen the renal subcapsular hematoma, clinicians should consider this type of complication in acute ischemic stroke patients with abdominal pain after thrombolysis. As a history of hypertension cannot be completely ruled out of aggravating spontaneous renal subcapsular hematoma, strictly controlling of blood pressure is also important [10] . This case highlights that careful medical observation is needed in patients with acute cerebral infarction who undergo reperfusion therapy. 
